wear and secondary osteoarthritis. The investigation of this relationship using epidemiologic data can enhance our understanding of the underlying biologic mechanisms which may be at play. We sought to quantify the association between site-specific radiographic osteoarthritis (ROA) and self-reported diabetes. Methods: Site-specific OA status was radiographically-confirmed among subjects drawn from the Clearwater Osteoarthritis Study (COS) (N = 3438). The COS is a 25-year longitudinal cohort begun in 1988 to investigate risk factors for the incidence and progression of OA among men and women ages 40 years and older. Biennial physical exams including site-specific radiographs were conducted. The Kellgren & Lawrence ordinal scale was used to determine radiological evidence of the study outcome, ROA. Results: After adjusting for age, gender and body mass index (BMI), subjects who self-reported a history of diabetes were 40% more likely to have hand OA (OR = 1.4; 95% C.I. 1.1−1.6; p-value <0.002) than were those without diabetes. Likewise, those subjects with diabetes were 20% more likely to have foot OA, although this was not statistically significant (OR = 1.2; 95% C.I. = 0.98−1.5; p-value 0.08). • Hip joint force was estimated as the product of lifetime bodyweight, typical hip force for specific activities and time spent in specific activities, and reported in kg-hours/week. The lifetime bodyweight trajectory was derived using current weight, weight at age 20, maximum weight, and interpolated using a lowess (non parametric smooth) curve. Mean values for 5-year intervals over a person's lifetime, averaged over all subjects, were calculated. Force was then considered in two ways: -Average force over the lifetime. Lifetime mean hip force was calculated by averaging all 5 year periods for a subject from the age of 20 to their current age. This variable was then categorized into quintiles based on the overall distribution in the population; and -5-year period with maximum force: The 5-year period of a person's life with the maximum hip force was also categorized into quintiles. Other variables: Age, gender, Body Mass Index (BMI), previous hip joint injury, hip OA risk factors Analysis: Bivariate analysis was carried out using modified Kaplan-Meier survival times for time to hip OA diagnosis by gender, previous hip injury and mean lifetime hip force. A multivariable survival analysis was performed to obtain adjusted effects. The hazard rate ratio was the measure of association. Results: Complete baseline data was collected on 4,269 subjects. At baseline, the sample was 63% female with a mean age of 61.5 years and BMI of 27.5. The final dataset at the last follow up included 1163 men and 1755 women (68.4% of baseline). Of these, 176 (6.03%) of the participants developed OA during the follow up period (43 men and 133 women). Overall, women had slightly higher mean hip force over the lifetime than men. In the final adjusted model, previous hip injury and female sex were associated with incident hip OA. Regarding hip force, only the highest quintile of mean lifetime hip force was a risk factor for development of hip OA (Hazard ratio 2.33; 95% CI 1.34, 4.02). The 5-year period with maximum hip force was not significantly associated with hip OA. Conclusions: Only the highest quintile of mean lifetime hip force was significantly associated with the development of hip OA. Maximum force from any 5-year period in a person's lifetime was not significantly associated with OA, suggesting that high sustained force over the lifetime may be more informative than shorter periods with high force. Purpose: Although knee osteoarthritis (OA) is a major public health issue causing pain and functional disabilities in the elderly, the relationship between the radiographic severity and the symptoms is controversial. Using the baseline database of a large-scale nationwide cohort study ROAD (research on osteoarthritis against disability), this study investigated the association of the radiographic severity of knee OA with several symptomatic parameters. Methods: From the 3,040 participants in three cohorts of the ROAD study, this study analyzed the baseline data of 1,448 subjects in the mountainous and seacoast cohorts who are 50 years or older and had not undergone lower extremity surgery (523 men & 925 women, average 68.0 yrs.). The radiographic severity of knee OA was determined by the Kellgren/Lawrence (KL) grade (0−4), and the higher grade in bilateral knees was designated as that of the individual. As symptomatic parameters, we used the WOMAC scores and two physical performance tests. The presence of knee pain, stiffness, or dysfunction was designated as the respective WOMAC subscale score 1. Physical performance was assessed by the test of time to walk the 6-m test (TW) and that to rise from a chair 5 times (RC), and the participants were divided into short and long subgroups based on the median value. Logistic-regression analyses were used to estimate odds ratio and the associated 95% confidence interval (CI) of KL = 2, 3, and 4 for the presence of knee pain, stiffness, and dysfunction, as well as for long TW and long RC, as compared with KL = 0 or 1 after adjustment for age, gender, and body mass index. Furthermore, association between the physical performance parameters and the WOMAC parameters were also examined by logistic-regression analyses after adjustment for the background data above. Results: Prevalence of radiographic knee OA with KL = 2, 3, and 4 was 32.8, 15.3 and 7.3%, respectively; and that of presence of knee pain, stiffness, and dysfunction (respective WOMAC subscale score 1) was 30.0, 25.1, and 34.2%, respectively. KL=2 OA was significantly associated with none of the parameters as compared to KL = 0 or 1. KL = 3 OA was moderately associated with knee pain (OR = 2.08; 95% CI = 1.44−2.99) and dysfunction (1.54; 1.07−2.21); and KL = 4 OA was strongly associated with all WOMAC parameters (pain = 6.89; 4.12−11.80, stiffness = 2.85; 1.77−4.58, dysfunction = 6.08; 3.51−10.95). For physical performance parameters, all KL = 2, 3 and 4 OA were significantly associated with long TW (OR = 1.58, 1.56 and 2.82, 95% CI = 1.18−2.11, 1.07−2.27 and 1.67−4.85, respectively), while only KL = 4 was associated with long RC (OR = 1.79, 95% CI = 1.09−2.97). Both long TW and long RC were significantly associated with all WOMAC parameters: knee pain (TW:
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